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At the end of January, the Centers for Disease Control and Prevention published the U.S. maternal mortality rate for the first time in 13 years ([@bib12]). The reasons behind the lapse in reporting have been documented ([@bib12], [@bib14]) and are primarily related to the fact that the United States does not require all states to use the same birth and death certificates. Nonetheless, the newly-published data reveal what many of us had long suspected: the United States has a higher maternal mortality rate than all other high-resource countries (17.4/100,000), and the rate for Black women is much higher (37.1/100,000; [@bib12]).

In addition to elevated rates of maternal mortality, communities of color in the United States have poorer birth outcomes generally. For instance, women of color bear a disproportionate burden of preterm birth and intrauterine growth restriction ([@bib5], [@bib7], [@bib15]). We also observe poor birth outcomes in women with low socio-economic status ([@bib3]). Based on the work done on fetal origins of adult disease and the microbiome, it is clear that the circumstances surrounding one's birth matter a great deal for later health for the individual and her or his children and grandchildren ([@bib8], [@bib10], [@bib19]). These inequities at birth reinforce the more generalized health inequities shouldered by communities of color in the United States across generations.

Ideally, midwifery care would be a pillar in any strategy designed to reduce inequities in maternal and child health outcomes ([@bib17]). However, the U.S. midwifery workforce is not currently extensive enough or sufficiently diverse to offer every pregnant woman a midwife in and from her own community, despite decades of robust evidence indicating such an approach could dramatically improve outcomes ([@bib2], [@bib6], [@bib11], [@bib15], [@bib17]). Furthermore, even if we decided tomorrow to quadruple the midwifery workforce (it is, after all, the year of the Nurse and Midwife; [@bib18]), training midwives takes several years and our existing nursing and midwifery schools do not currently have the capacity to sufficiently increase their enrollments ([@bib1]).

In the meantime, we could offer doulas to all childbearing families. These traditional health workers can be trained in a matter of weeks, and once in practice they provide the health education, social support, and continuity of care midwives are often unable to provide because they are constrained by hospital policies ([@bib9]). Excellent maternal and child outcomes have been associated with the use of doulas ([@bib4]), and depending on the particular state in question, reimbursement of \$929--\$1,047 (average \$986) is cost effective because of the vast reductions in preterm and cesarean births ([@bib13]).

Universal access to doulas during childbirth could be operationalized in practice in a few different ways. First, hospitals could employ doulas as part of their maternity care teams and include their services for all childbearing women as part of the overall care package. As accountability to quality of care has become more prominent since the Affordable Care Act, most hospital administrators are interested in reducing cesarean rates. Doulas would almost certainly help achieve this goal ([@bib4]). Doula care is a cost-effective, evidence-based solution---the proverbial magic bullet.

The other way doula care could be made more accessible is by enabling individual doulas or multi-doula practices (call doula "hubs" in some states) to bill insurers for services. In practice, this means state Medicaid programs would need to begin to reimburse for doula care; private insurers would likely follow suit. Oregon is one of the few states that has done this via a state Traditional Health Worker Registry. Doulas who meet the training standards set by the state can apply to be on the Registry, after which they can bill for services. Implementation of this system has not been entirely smooth sailing. However, it now seems to be working in at least some areas of the state, since more families from traditionally underrepresented groups can access doula care without cost to themselves.

It is not yet clear which of these two implementation methods would be more effective in the U.S. healthcare system. Addressing the systemic racism underpinning centuries of poorer health outcomes for minority families should be our nation's top priority. One way to immediately begin to move the needle on maternal and child health outcomes for communities of color is to provide every childbearing woman who wants one with a socially and linguistically matched doula. As Dr. Christiane Northrup wrote in her iconic book *Women's Bodies, Women's Wisdom*, if doulas were a drug, it would be unethical not to use them ([@bib16]).
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•Ovarian suppression for adjuvant treatment of hormone receptor-positive early breast cancer•Health education interventions to promote early presentation and referral for women with symptoms of endometrial cancer•Green tea (Camellia sinensis) for the prevention of cancer

Systematic Reviews in CDSR: Fertility, Contraception, and ART {#sec3.2}
-------------------------------------------------------------

•Self-administered versus provider-administered medical abortion•Intra-uterine insemination for unexplained subfertility

Systematic Reviews in CDSR: Pregnancy and Birth {#sec3.3}
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•Death audits and reviews for reducing maternal, perinatal and child mortality•Vaginal preparation with antiseptic solution before cesarean section for preventing postoperative infections

Systematic Reviews in CDSR: Infant Health and Breastfeeding {#sec3.4}
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•Zinc supplementation for the promotion of growth and prevention of infections in infants less than six months of age•Early versus late parenteral nutrition for critically ill term and late preterm infants•Non-invasive respiratory support for the management of transient tachypnea of the newborn•Enteral lactoferrin supplementation for prevention of sepsis and necrotizing enterocolitis in preterm infants•Diaphragm-triggered non-invasive respiratory support in preterm infants•Normal saline (0.9% sodium chloride) versus heparin intermittent flushing for the prevention of occlusion in long-term central venous catheters in infants and children•Postnatal corticosteroids for transient tachypnoea of the newborn
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•Health workers' perceptions and experiences of using mHealth technologies to deliver primary healthcare services: A qualitative evidence synthesis

Systematic Reviews in CDSR: SARS-CoV-2 {#sec3.6}
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•Quarantine alone or in combination with other public health measures to control COVID-19: A rapid review•Hand cleaning with ash for reducing the spread of viral and bacterial infections: A rapid review•Personal protective equipment for preventing highly infectious diseases due to exposure to contaminated body fluids in healthcare staff
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